Quality-of-life (QoL) is now recognized as a principal outcome marker for long-term care. However, QoL is difficult to define and measure, especially in residents with dementia. Providers of longterm care services (n = 182) were asked to rate the importance of 19 psychosocial quality-of-life elements for hypothetical residents with physical impairment and for residents with cognitive impairment. Respondents also were asked to rate their ability to influence these elements for each type of resident. Respondents rated the importance of 18 of the 19 elements and their ability to influence 17 of 19 elements lower for residents with cognitive impairment. Of the five types of respondents, certified nursing assistants (CNAs) rated their ability to influence these QoL elements the highest for both types of residents; physicians' ratings were the lowest. Pain management was given high ratings for both importance and ability to influence for both resident types; the lowest ratings were given for elements that pertained to residents' understanding. A strong correlation between ratings for importance and ability to influence was observed. Additional research is needed on the psychosocial aspects of long-term care residents' QoL, especially those with cognitive impairment.
INTRODUCTION
In less than 20 years, the field has moved from open questions about the value and meaning of measuring qualityof-life (QoL) for elderly long-term care (LTC) residents, to a conviction that QoL is a primary and meaningful outcome marker. In 1992, Whitehouse and Rabins concluded that ''quality-of-life is not an isolated concept . but . the central goal of our professional activity, driving the organization of both our clinical and our research efforts''. 1 Today, QoL is recognized as a principal indicator of quality of care. [2] [3] [4] Quality-of-life is inherently difficult to define. In longterm care settings, objective and functional elements provide an incomplete picture of QoL. Many disease-specific and ''healthrelated'' QoL measures do not incorporate the subjective experience of the resident. 5 Lawton 6 recognized that QoL must be based on both subjective and objective aspects of the resident's LTC experience. Today, there is a growing consensus that the conceptualization and measurement of QoL should hinge primarily or exclusively on the resident's subjective assessment of his or her QoL. As Kane has observed, ''qualityof-life is not a technical matter in which a professional's expertise sometimes overrides the resident's''. 5 The perspectives of long-term care residents and their families regarding QoL in nursing homes have been studied extensively. [7] [8] [9] Residents and families consistently identify psychosocial factors as important for QoL. 2, 5, 10, 11 However, as Kane concluded in 2003, ''the psychological and social aspects of QoL have not yet been measured in a widespread way for nursing facility residents.'' 5 Dementia poses special challenges for defining and measuring QoL. 12 QoL has long been considered irrelevant to dementing illnesses. 13 ''Quality-of-life (for persons with dementia) is defined in so many ways by so many people and, regrettably, often is not defined.'' 14 However, as QoL has become more central to our understanding of quality of care in LTC, the need to better understand QoL in dementia has grown. In recent years, considerable progress has been made in the measurement of QoL in dementia, both conceptually and practically. 10, 11, 15, 16 Brod 15 has defined QoL in dementia as ''individuals'subjective experience and evaluation of their life circumstances.'' Efforts to develop reliable measures of QoL based on resident's subjective experience have focused on mild-to-moderately impaired elders. 10 However, reliance on subjective measures of QoL in persons with cognitive impairment has significant limitations. Assessing QoL becomes more challenging as impairment progresses due to diminution of cognition and communication, and other factors. Whereas the arguments for paying attention to the voice of the mild-to-moderately affected resident in defining and measuring QoL are well developed, 15 these arguments lose their focus and become difficult to apply in the presence of late-stage dementia. Lawton advocates closer observation of residents' affect, 17, 18 to obtain information on residents' subjective experience and QoL as dementia advances.
Although Brod argued that ''it is up to each individual to evaluate and assess his or her own QoL,'' 15 Lawton pointed out the need to identify ''the limits of cognitive functioning within which such subjective reports are valid.'' 14 When cognitive impairment has progressed beyond such limits, other sources of information on QoL are needed, including the views of caregivers. In fact, all measures of QoL in dementia come to rely increasingly on the interpretation of the observer as the condition advances. Thus, the views of observers regarding the relative importance of QoL elements are relevant, despite preference for primary reliance on direct reports from residents.
When the views of observers are incorporated into QoL assessments an important shift occurs, from a predominant focus on ''how do people with dementia value QoL?'' to greater reliance on ''how do other people assess the QoL of people with dementia?'' This shift in focus raises new questions, such as how the presence of dementia affects caregivers' views of the importance of various QoL elements, and whether the importance attributed to elements is a function of how readily those elements can be influenced by caregivers.
We undertook this study to develop a better understanding of how the presence or absence of cognitive impairment affects professional caregivers' views of the importance of selected psychosocial quality-of-life elements, and their views of their ability to influence those elements.
METHODS
This research was conducted at four sites in three states: Florida, New Jersey, and Minnesota (two sites). Sites were selected to assure broad regional and rural-urban representation in the study sample. At each of the four sites, study coordinators identified a convenience sample of nursing homes, which in turn assisted with the recruitment of care providers from within their facilities to serve as study participants: registered nurses (RN, target = 7 per site), licensed practical nurses (LPN, target = 7), certified nursing assistants (CNA, target = 21), social workers/activities therapists (SW/AT, target = 7), and physicians (MD, target = 7). The participating physicians spent some part of their practice in the selected nursing facilities; all other care providers worked for the selected facilities. Data was collected from a total of 182 respondents at the four sites.
Respondents completed self-administered questionnaires. Each respondent was asked to rate the importance of 19 QoL elements, which were adapted from prior research on QoL measures for nursing home residents (Table 1) . 2, 5 Respondents rated each element using a 10-point scale for each of two hypothetical types of nursing home residents: those who were ''physically impaired but mentally alert'' and those who were ''mentally confused to the point where they need nursing home care but are physically sound.'' In addition, respondents were asked to rate their ability to influence each of the 19 QoL elements for the same two types of residents. Basic demographic data (ie, age, sex, education, discipline, and years of experience) were also collected on each respondent.
To address the potential bias of order effects, the ordering of the 19 items for each resident type was randomly generated for each questionnaire, as was the order in which the scenarios were presented.
Respondents were allowed two different methods of participating in the survey. They could complete the survey at work and return it to the site coordinator or they could take the survey home and return it by mail to the University of Minnesota. The majority of the surveys were completed at work and returned to the site coordinator.
All of the respondent groups were comprised predominately of women (87%), except for the physicians (50%). The average age of the physicians, nurses, and LPNs was 47.6, 47.5, and 47.4 years respectively, with CNAs averaging 40.9 years and social workers/activities staff averaging 43.5.
Data Analysis
The respondents' ratings of the importance of the 19 QoL elements for physically impaired residents and for cognitively impaired residents were compared. Similarly, respondents' ratings of their ability to influence these elements for the two types of residents were compared. Average ratings were calculated by respondent group (eg, RNs) and for all respondents. The correlation between the ''importance'' ratings and the ''ability to influence'' ratings was determined for each of the 19 elements, both by respondent group (eg, RNs) and for all respondents. Comparisons between the ratings of the five respondent groups were made.
Data Analysis Methods
SPSS Ó ver. 12.0 was used for all data analysis, with associations considered to be statistically significant at the P # 0.05 level. To assure that the results truly reflected within They are allowed to be as indpendent as possible (within the specified physical and cognitive abilities) 4 Their physical (bodily), personal, and social privacy is respected 5 They can make choices about things that affect their life and care (within the specified physical and cognitive abilities) 6 They feel that they are treated with dignity 7 They can do things that give them pleasure (within the specified physical and cognitive abilities) 8 They can engage in activities that give them pleasure (within the specified physical and cognitive abilities) 9 The food and the dining experience gives them pleasure and enjoyment 10 They can spend their time doing what they want to do (eg, pursing hobbies and interests, within the limits of their physical and cognitive abilities) 11 They can maintain a sense of their own identity (who they are) 12 They can engage in meaningful relationships with other residents, staff, and/or family/friends (within the specified physical and cognitive abilities) 13 They feel secure about their personal safety (ie, they feel safe) 14 They feel that their possessions are safe 15 They know and understand the rules, expectations, and routines of the nursing home 16 Their religious and spiritual needs are fulfilled 17 Their personal values and standards are respected 18 They do not feel that they are belittled, de-valued, or humiliated 19 They do not experience anxiety or boredom respondent variation, statistical comparisons of their answers to questions about the importance of the 19 QoL elements and their ability to influence the same 19 elements were conducted using paired t tests. The correlation between ''importance'' and ''ability to influence'' ratings was determined using Spearman's Correlations. Comparisons between CNAs and MDs, for the 19 QoL elements, in cognitively impaired residents were conducted using independent sample t tests, with preliminary review of Levene's test for equality of variances performed to determine whether the equal or separate variance estimate would be used. Table 2 summarizes the importance that respondents assigned to the 19 QoL elements for the two types of residents: physically impaired and cognitively impaired. When considering residents who were physically impaired, respondents rated all of the QoL elements as highly important; average scores ranged from 8.25 to 9.68 (out of 10) for the 19 elements ( Table 2 ). The average importance for all elements by all respondents was 9.24.
RESULTS

Importance of Quality-of-Life Elements
Conversely, respondents rated 18 of the 19 QoL elements as less important when considering residents with cognitive impairment. For these residents, the two elements that were rated as most important both addressed pain control (#1 and #2). The element that was rated as least important in residents with cognitive impairment related directly to cognitive ability (''[Residents] know and understand the rules, expectations and routines of the nursing home'' -#15).
Of the five respondent groups, physicians rated the importance of the 19 QoL elements lowest, both for residents who were who were physically impaired (9.08) and for residents who were cognitively impaired (8.12) . The difference in average ratings by resident type was larger for physicians (20.96 ) than for other groups of respondents.
Ability to Influence Quality-of-Life Elements
When considering physically impaired residents, respondents rated their ability to influence QoL highly: the average rating was 8.46 of 10, ranging from 7.81 to 9.10 for the 19 elements (Table 3 ). Of the five respondent groups, physicians rated their ability to influence these elements the lowest (7.24); CNAs' ratings were the highest (8.75). As with the ratings of importance, respondents gave the highest rating to their ability to influence elements related to pain control, and lowest rating again was for the element regarding ''understanding the rules, expectations and routines of the nursing home.'' When respondents considered residents with cognitive impairment, they generally rated their ability to influence QoL lower than they had for physically impaired residents: average rating 7.93 out of 10, with a range of 6.45 to 8.91. The differences were significant for 17 of the 19 QoL elements when the 182 respondents were considered together. The exceptions, as for the ''importance'' ratings, were the elements that pertained to pain control. For both groups of residents, CNAs rated their ''ability to influence'' the QoL elements the highest of the five respondent groups (means for the 19 elements: 8.75 and 8.40, respectively) and physicians rated their ability the lowest (7.24 and 6.53, respectively). When the ratings for the 19 elements were aggregated, each of the five respondent groups rated their ''ability to influence'' the quality-of-life elements lower (P , 0.01) for cognitively impaired residents than for physically impaired residents. Physicians rated the ''importance'' of all but one of the 19 elements lower than did the CNAs, but in many instances the differences were not significant. By contrast, the differences between CNAs and physicians were greater in the ''ability to influence'' ratings. Here, for 17 of 19 elements physicians rated their ''ability to influence'' QoL significantly lower than did CNAs. For 15 elements the difference was significant at P , 0.01. The only elements where the difference was not significant were, once again, those related to pain control (#1 and #2).
Correlation between Importance and Ability to Influence Quality-of-Life Elements
The correlation between the 182 respondents' ratings of ''importance'' and ''ability to influence'' was significant (P , 0.001) for each of the 19 elements, for each resident type. The correlation ranged from 0.27 to 0.52 for residents with physical impairment, and from 0.28 to 0.52 for those with cognitive impairment. Correlation was strongest for CNAs for both types of residents, and weakest for physicians. For residents with cognitive impairment, CNAs' correlation was consistently significant (P = 0.004 or less for each of the 19 elements), whereas physicians' correlation was significant only for the two elements pertaining to pain control (#1: r = 0.45, P = 0.04, and #2: r = 0.49, P = 0.03). The correlations for the other three respondent groups were intermediate between those of CNAs and physicians.
DISCUSSION
The respondents were health care providers who had been invited to participate in this study from a convenience sample of long-term care facilities. Despite the non-random nature of the sample, the validity of the findings is supported by the internal consistency of the data, and by the consistency between these current findings and prior research.
Cognitive Impairment was Associated with Low Expectations about QoL
These long-term care providers viewed QoL elements as less important and more difficult to influence in residents with dementia compared with residents with physical impairment. We found that respondents tended to rate the importance of these 19 QoL elements lower for cognitively impaired residents than for those with physical impairment. This is consistent with the strong association between cognitive impairment and poorer QoL, in both lay and professional thinking.
All five respondent groups rated their ability to influence QoL elements lower when they considered residents with cognitive impairment. This trend was stronger than that noted regarding the importance of these QoL elements. While our findings document the importance of cognitive impairment in QoL ratings, care must be taken against drawing sweeping conclusions. Only three of the elements (#5, #15, and #16) were thought to be significantly less important for residents with cognitive impairment by all five respondent groups, and for only four of the elements (#8, #10, #11, and #15) did all five respondent groups rate their ''ability to influence'' significantly lower for cognitively impaired residents. That is, for almost all of these psychosocial elements, one or more of the respondent groups rated importance and/or ability to influence similarly for both types of residents. The consistent impact of cognitive impairment was evident only when the data from all respondents was aggregated. Our findings suggest that while dementia is an important factor in QoL, efforts to assess and improve QoL in residents with and without dementia have much in common.
For both physically and cognitively impaired residents, respondents tended to assign higher ''importance'' ratings to QoL elements that related to staff roles such as pain control, treating residents with dignity, and assuring residents' safety, and assigned lower importance to QoL elements that hinged on the roles of the residents themselves, such as making choices and understanding the rules.
Respondents' Ratings of ''Importance'' and ''Ability to Influence'' Were Correlated
The significant correlation between ratings of ''importance'' and ''ability to influence'' in this study suggests that respondents attached more importance to those QoL elements that they felt that they could influence. This correlation tended to be similar for residents with physical impairment (range 0.27-0.52, median 0.37) and for those with cognitive impairment (range 0.28-0.52, median 0.43). The consistency of these correlations suggests that respondents ascribed greater importance to activities that they perceived as ''making a difference.'' This observation may be helpful to those engaged in efforts to improve the QoL of long-term care residents: the demonstration of the efficacy of an intervention is an important part of convincing care providers to adopt it.
Different Perspectives of the Five Respondent Groups
Significant differences were noted between the five respondent groups. These inter-group rating differences were greater for cognitively impaired than for physically impaired residents, and were stronger for ''ability to influence'' ratings than for ''importance'' ratings. Physicians' ratings of the importance of the 19 QoL elements tended to be lower than the ratings of the other respondent groups. CNAs rated their ability to influence the QoL elements highest, and physicians rated their ability the lowest.
The reasons for these inter-group differences are unknown. However, it is noteworthy that the respondent group with the most intimate day-to-day contact with residents (CNAs) rated their ''ability to influence'' the QoL elements higher than other respondents. Conversely, physicians-with the most training and broadest authority but the least contact with residents-rated their ''ability to influence'' the QoL elements (except those related to pain management) lower than other respondents. Members of the care team more invested in a traditional medical model of care focused on curing disease (eg, physicians) may feel less empowered to improve residents' QoL when cure is not possible. CNAs appear to recognize that they provide the comfort, security, dignity, and meaningful relationships that can improve residents' QoL, and that QoL can be positively affected by the hands-on care that CNAs provide on a daily basis.
The observed inter-group differences may also reflect different professional perspectives on cognitive impairment. Physicians, in particular, may experience a sense of helplessness in the face of irreversible and progressive dementia. Conversely, hands-on care providers are called upon to continue to provide personal care to residents, even as cognitive deterioration progresses. Each respondent group may be assumed to have viewed cognitive impairment through a different ''filter,'' related to their various professional roles.
Pain Management and Cognitive Impairment
Study respondents rated the two elements related to pain management (#1 and #2) differently from other elements. While most elements were rated less important for cognitively impaired than for physically impaired residents, resident type did not make a significant difference for any of the five respondent groups in regard to the importance of pain control. Similarly, the pain management elements were the only ones where respondents did not rate their ''ability to influence'' lower for cognitively impaired residents. Physicians, nurses, and LPNs all rated their ''ability to influence'' the two pain management elements higher than any other elements, for both physically and cognitively impaired residents.
The finding that pain management was regarded as both important and susceptible to intervention for both types of residents reflects an important advance in nursing home care. In recent years more attention has been devoted to pain issues, and awareness of pain control as a QoL issue is improving. Our data may reflect increasing professional awareness of care providers' responsibilities and opportunities in pain control specifically, and in palliation generally. However, the need for continuing attention to this vital area of geriatric care has been well documented. [19] [20] [21] The importance placed on pain management by respondents-especially in regard to residents with cognitive impairment-may provide additional clues for improving the QoL of elders with advancing dementia. As perceived opportunities for affecting QoL in other elements, such as meaningful relationships and spiritual needs, diminish, pain management remains, and may become more visible and prominent in care planning. Pain and symptom control may be particularly important as the resident's world contracts with advancing cognitive impairment. Staff may feel that careful attention to pain management ''compensates'' to some degree for the diminution of opportunities to affect other QoL elements.
In many residents with advancing cognitive impairment, issues of physical comfort eventually dominate QoL considerations. Along with pain management, attention should also be directed at identifying opportunities to increase residents' enjoyment of life. In this study, cognitive impairment did not q 2005 Lippincott Williams & Wilkins significantly alter respondent groups rating of their ''ability to influence'' the element addressing food and the dining experience. This finding may point to the next ''frontier'' in addressing the QoL of elderly residents with dementia: examination of how the pleasurable experiences of residents can be enhanced, in areas such as eating and other remaining spheres of potential enjoyment.
Study Limitations
Although the total number of respondents was 182, the respondent groups ranged in size from 21 to 81. The absence of significant differences in some of the observations should be interpreted in light of the limited power of this sample size.
Respondents were instructed to consider the full range of the scales in their responses; nevertheless some provided ''10s'' in response to all ''importance'' questions (indicating that ''everything'' was ''very important''). This had the effect of reducing the variability of responses from the respondents, effectively lowering the number of respondents who were providing meaningful data.
Although long-term care facilities from three states were included, these data should not be assumed to be representative of all regions of the country; this is especially important in view of the known regional variation in long-term care practices.
We used a single definition of cognitive impairment (''mentally confused to the point where they need nursing home care''); we did not examine how the views of our subjects might vary with the degree of severity of cognitive impairment. This shortcoming is widespread in the literature on QoL in dementia; it underlies many of the debates about the meaning and the methods of QoL measurement. In fact, the differentiation between stages of dementia is crucial, for in early stages greater reliance may be placed on the subjective reports of the individual, while in later stages, the measures must rely more heavily upon ''objective'' assessments made by proxies, or upon functional and/or environmental measures, which have well-recognized limitations. Perhaps most importantly, in later stage dementia, the significance of QoL itself is more open to question, for with the progression of cognitive incapacity, the assessment of QoL and the meaning attached to the assessment are more and more subject to the projected-and perhaps fanciful-judgments of the observer.
Significance
This research underscores the importance of considering QoL for nursing home residents with dementia. The findings from this research will be useful in the education and training of providers of care in nursing homes, and in working with families of elders. The training would explicitly bring the frameworks, tools, and resident-centered focus to nursing home staff and demonstrate how important pain management, privacy, security, dignity, and other QoL elements are to nursing home residents, and more importantly, how much nursing staff can positively influence these elements.
